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eing missed from the post-take ward round and facilitated data
ollection for audit purposes.
oi:10.1016/j.injury.2010.07.202
s it time to ﬁnally stop the ‘weighted’ view and start routine
xial radiographs for ACJ dislocation?
. Boardmanb,∗, E.O. Pearsea, T.D. Tennenta
Shoulder Unit, St. George’s Hospital, Blackshaw Rd, London, United
ingdom
St. George’s Hospital University of London, Cranmer Terrace, London,
nited Kingdom
SuspectedACJ dislocation is routinely imaged using anAP radio-
raphanda “weighted” view radiograph. It has been shown that the
eighted view can be painful, may expose patients to unnecessary
adiation, and increases the cost of care, yet current guidelines still
ecommend it. Orthopaedic teaching is that all injuries should be
maged in two orthogonal planes. This is not achieved with AP and
ngled views of the ACJ.
To test the hypotheses that the “weighted view” did not alter
he diagnosis and that the axial view did change the radiological
iagnosis radiographs from 69 patients with suspected ACJ dislo-
ation presenting to St George’s Hospital were randomised. Four
eparate radiographs were sought for each patient: A&E AP, A&E
P “weighted”, AP Delayed by 1 week, Axial.
Using a single blind methodology they were presented to two
onsultant orthopaedic shoulder surgeons and the injury graded.
Percentage concordance between injury grading was calculated
sing cross-tabulation. Correlation coefﬁcient analysis using the
endall’s tau test was conducted to obtain a P-value.
Results: There was no signiﬁcant difference between the two
urgeons analysis of the radiographs.
Acute AP v “weighted” view: no signiﬁcant difference
Acute AP v delayed axial: signiﬁcant difference.
Conclusions: These results suggest that we should abandon the
outine use of the “weighted” AP in the A&E department as it does
ot alter the diagnosis and that we should replace it with the Axial
iew which would not only make a signiﬁcant difference to the
iagnosis but would also bring the imaging of this joint into line
ith the imaging of all other orthopaedic injuries.
oi:10.1016/j.injury.2010.07.203
eg length discrepancy after cemented hip hemiarthroplasty
ejas Yarashi
Aim: Leg length discrepancy (LLD) is awell-known complication
ollowing hip arthroplasty. There are many papers looking at LLD
fter total hip replacement, however, there are none looking at LLD
fter hip hemiarthroplasty for fracture neck of femur. Our aim was
o accurately assess leg length discrepancy following cemented hip
emiarthroplasty.
Method: Sixty consecutive patients who underwent cemented
ip hemiarthroplasty for fracture neck of femur between 2008 and
009 were selected for the study. Patient details including implant
izes, were collected from theatre records.
We used the trauma cad software to accurately calculate LLD
fter appropriate calibration.Wemeasuredpre- andpost-operative
emoral position to calculate the degree of LLD. The LLD’s were cal-
ulated by two observers to look for any inter-observer differences.
We excluded cases where the X-ray was too externally rotated,
issed out the greater trochanter or no post-op X-rays were avail-
ble.1 (2010) 197–220
Results: Sixteen cases were excluded for not meeting the inclu-
sion criteria. In the remaining 44 patients, the mean leg length
discrepancywas a 5.6mm increase in lengthwith a range of 5.3mm
shortening to 20.7mm lengthening. The 95% conﬁdence intervals
was 1.8mm above and below the mean.
Pearson’s correlation coefﬁcient between pre- and post-
operative leg length showed no signiﬁcant length discrepancywith
a coefﬁcient of 0.42.
There was no signiﬁcant inter-observer error.
Discussion: Many studies looking at LLD after total hip arthro-
plasty had a mean lengthening of 9mm. Our study has shown that
hip hemiarthroplasties have marginally better results.
However, some LLD still exists and we feel that this could have
been due to the absence of pre-op templating, inaccurate femoral
cut and the inability of the implant to accommodate variations in
patient femoral neck angle.
We believe that correcting these issues could reduce LLD,
accurately restore normal anatomy and reduce the potential
complications of low back pain, nerve palsy and abnormal gait
associated with LLD.
doi:10.1016/j.injury.2010.07.204
Major trauma and transfusion in the north east of England
P.R. Scullya,∗, B. Senb, J.P. Wallis c
a Maidstone Hospital, Maidstone and Tunbridge Wells NHS Trust
b Freeman Hospital, Newcastle Upon Tyne NHS Trust
c Emergency Department at Newcastle General Hospital, Newcastle
Upon Tyne NHS Trust
Background: Haemorrhage is a common cause of death among
trauma victims. Previous practice has focused on treating coagu-
lopathy in these patients only when it has become evident from
laboratory tests. This practice leads to delays in transfusion of blood
componentswhen they are indicated. In September 2007, as part of
a major haemorrhage protocol, we introduced massive transfusion
packs, which enable the immediate provision of packed red cells
(RBCs), fresh frozen plasma and platelets in ﬁxed proportions for
themanagement of such patients.We report here an audit of trans-
fusion, coagulopathy and outcome, before and after this protocol
came into place.
Methods: Our hospital is one of two major trauma centres
receiving cases from a population of 2.9 million. We performed a
retrospective case-note study of trauma patients requiring mas-
sive transfusion between January 2004 and September 2007. From
September 2007 to June 2008 the protocol was introduced with
training. Once fully integrated, the same data was collected for
patients admitted from July 2008 to July 2009. Massive transfu-
sion was deﬁned as receiving ≥4 units of RBCs in 1h or replacing
>50% circulating blood volume in 3h or ≥10 units of RBCs in 24h.
Patientswere divided into either adequately or inadequately trans-
fused based on predetermined laboratory parameters. The primary
endpoint was survival.
Results: 66 patientswere identiﬁed and included in the study, 54
beforeand12after the introductionof theprotocol. Thecommonest
mechanism of injury was a road trafﬁc collision (61%). Mortality in
the ﬁrst cohort was 33% (18/54 patients) and 25% (3/12 patients)
in the second (p-value 0.575). Median length of stay in hospital in
the ﬁrst cohort was 18.5 days (range 4–46), and 16 (range 3–3.4) in
the second cohort (p-value 0.549). 19 of the 54 patients (35%) in the
ﬁrst cohort were deemed inadequately transfused compared with
3 of the 12 patients (25%) in the second cohort (p-value 0.498). In
the ﬁrst cohort, being adequately transfused was associated with a
signiﬁcantly lowermortality (p-value 0.027), the samewas not true
for the second cohort (p-value 0.618). Patients in the second cohort
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ere transfused signiﬁcantly fewer RBCs than the initial cohort (p-
alue 0.022). Female gender was identiﬁed as an independent risk
actor for mortality in the ﬁrst cohort (p-value 0.013).
Discussion: The incidence of major trauma requiring massive
ransfusion is not high even at a major regional centre, which
mphasises the need for robust protocols to deal with these cases
nd that any studies in this ﬁeld need to be multi-centre or based
n the largest centres in order to recruit sufﬁcient patients. There
as a small, though not statistically signiﬁcant, improvement in
urvival, length of hospital stay and the numbers of adequately
ransfused patients following the introduction of the protocol.
espite the difﬁculty in proving beneﬁt in such small numbers of
atients, in whom many factors inﬂuence survival, there remains a
trong feeling among theusers that this newprotocol has improved
he transfusion management and outcome of seriously bleeding
atients.
oi:10.1016/j.injury.2010.07.205
ortality data from a trauma and orthopaedic unit over a 19-
onth period
. MacLean ∗, K. Lammin, M. Khatri
Lancashire Teaching Hospitals NHS Foundation Trust, United Kingdom
Weaudited themortalitydataat abusyTraumaandOrthopaedic
nit over a 19-month period. The aim was to determine if patients’
ere being effectively managed during their stay in hospital.
We collected case notes of 102 patients who had died during
he 19-month period in the unit. We subsequently reviewed their
eath certiﬁcate or post-mortem diagnosis.
Mean age at death was 83, with a female: male ratio of 3:1.
ean delay to surgery was 3 days. 97% of deaths were emergency
dmissions, with 88% from the Casualty department. Nearly 3/4
f patients were admitted with a fractured neck-of-femur, or a
omplication from fractured neck-of-femur surgery. Almost a third
f patients did not receive operative treatment. This was due to
nvestigations pending, decision upon conservative management,
nd peri-operative complication or cardio-respiratory arrest. Most
eaths occurred in patients ASA grade 3 or 4, but in almost a half
f cases this had not been documented.
Mean number of documented co-morbidities on admission was
–3. Most patients suffered at least two complications during their
dmission prior to death; mainly heart failure, ischaemic heart dis-
ase or bronchopneumonia. 71% of patients had been given a ‘Do
ot resuscitate’ status prior to death, with the majority of these
eing issued on the day of, or 1 day prior to death. 15% of patients
ad been deemed medically ﬁt for discharge prior to death. 56% of
atients were referred to the coroner subsequently.
Accurate peri-operativemanagement and optimisation are vital
n a trauma unit. Early orthogeriatrician input and prompt assess-
ent by other specialties and a multidisciplinary approach is
ecessary to help prevent complications in these patients. Resusci-
ation status should be reviewed earlier rather than later.Medically
t patients should continue to be monitored. Appropriate certiﬁca-
ion and coroner referral is needed to accurately diagnose cause of
eath in these patients.
oi:10.1016/j.injury.2010.07.206
RI based distal radius anatomy for volar locking plate ﬁxation. Paringe ∗, S. Malek
Introduction: Getting the distal locking screw lengths right in
olar locking plate ﬁxation of distal radius is crucial. Long screws1 (2010) 197–220 209
can lead to extensor tendon ruptures where as short screws can
lead to failure of ﬁxation, especially if there is dorsal comminution
of the fracture. The aim of our study was to determine the distal
radius anatomy in relation to sagittal lengths and distance between
dorsal bone edge and extensor tendons based on MRI scan.
Method: One hundred consecutive MRI scans of wrist were
reviewed by two of the authors on two occasions. All MRI scans
were performed for different wrist pathologies except distal radius
fractures or tumours. An axial image, two cuts proximal to the last
visible articular surface, was selected. Sagittal length at ﬁve dif-
ferent widths, maximum volar width, radial overhang over distal
radio-ulnar joint and the distance between dorsal bone edge and
extensor tendons were measured.
Results: Total of 100 MRI scans were included of which 54 were
female and46weremale.Meanvolarwidthwas30mmand longest
sagittal length was 24mm (at Lister’s tubercle). Length radial to
Lister’s tubercle was the shortest (17mm) and ulnar sides were
21 and 20mm. Male measurements were mean 2mm longer than
females. Mean radial overhang over DRUJwas 3mm. Distance from
bone to tendons were: AbPL/EPB 1.5mm, ECRL/ECRB 1.4mm, EPL
0.6mm and EDC/EI 2.4mm.
Conclusion: The study provides a reference guide to average
screw lengths at different widths of distal radius in males and
females. EPL tendon is closest to bone although all the extensor
tendons except 4th compartment tendons arewithin 2mmof bone
edge and carries a risk of injury from drill and screw placement.
DRUJ is also at risk of injury if screws are placed within 3mm of
ulnar edge of distal radius.
doi:10.1016/j.injury.2010.07.207
Operative outcomeof displacedmidshaft clavicle fractures: sur-
gical Oxford score, patients’ satisfaction and comparing surgical
approaches
Z. Alshameeri ∗, K. Katam, P. Sonsale
Introduction: Clavicle fractures represent 5% of fractures in
adults and almost 44% of shoulder injuries and are usually treated
none operatively with good results. However, signiﬁcantly dis-
placed fractures can be associated with high non-union rate and
there is a lack of consensus on when surgical treatment is indicated
for such fractures. The aim of this study was to identify guidelines
for surgical intervention, safer surgical approach and outcome of
surgical intervention.
Method: Retrospective audit looking at all clavicle fractures
managed surgically over 5 years at our department. Information
relating to surgical indication, surgical approach, complications
and outcome, patient satisfaction and oxford should score were
collected.
Results: 35 patients were identiﬁed, the majority were males
(n=25) and 29 were working at the time of injury. The commonest
indication for surgery was displacement with shortening (n=16).
The infracalvicular approachedwas used in themajority of patients
(n=21), the rest (n=14) had direct incision. Radiological union was
achieved in all patients after an average of 13.26 (8–24) weeks.
There were no major complications but minor complications were
reported in 28 and 19% of cases with direct and infraclavicular
incisions, respectively. Plates removed from six patients; infraclav-
icular (n=2) and direct approach (n=4). All patients returned to
work by 2.55 months, had good oxford shoulder score between
12 and 20 and all patients except one would recommend it to a
friend.
Conclusion: Our study showed excellent surgical outcome for
displaced clavicle fractures supported by the high union rate, good
oxford shoulder score, high return to work rate and good patient’s
